ABSTRACT
Organisation (WHO), the Latin America and Caribbean Countries (LAC), and the PanAmerican Health Organisation (PAHO). Articles and reports relating to benefit incidence analysis on government spending and benefits distribution were selected and reviewed.
Results
Both rich and poor countries recorded some levels of inequalities but differences existed where inequalities were concentrated. The distribution of primary health care services was mainly pro-poor in all the four regions, although a few African countries showed a pro-rich distribution in these services. In high income countries, the largest inequalities existed on utilisation of specialists, while in Africa and Asia, hospital level services were mainly prorich. Interestingly, the distribution of outpatient services at the hospital level was more prorich than inpatient services in most African and Asian countries. The pattern in the distribution of health care benefits in most cases reflected the country's financing arrangements.
Conclusions
These findings call for increased efforts towards convincing governments to allocate 50% of their resources to district hospitals and primary health care services that are likely to benefit the poor. Some progress towards pro-poor distribution has been recorded in the last decade, particularly for primary health care services in Africa. Significant efforts towards restructuring health financing arrangements and re-orientating health systems towards preventive and promotive care are urgently needed if universal coverage is to be achieved and sustained in LMICs.
_________________________________________________________________________

BACKGROUND
Ensuring that that the poor benefit from health care services and other related interventions remains a priority in many countries worldwide. It is widely accepted that health is a basic human right and that governments should strive to guarantee their populations enjoy the best possible health status through sustained health system financing mechanisms. Public spending on health care is often viewed as a mechanism for income redistribution that reduces inequities between the rich and the poor. This is particularly the case in developing countries where infrastructure to support and implement cash transfers is less developed [1] . If well targeted, public spending can improve health status of the poor, accelerate achievement of Millennium Development Goals (MDGs) [2] , minimise inequalities and poverty [3] , and enhance long term income generating potential [4] . For these reasons, it is generally accepted that government health expenditure should disproportionately benefit the poor [3, 5] in order to improve their health outcomes.
Whilst current health system financing debates have shifted from targeting to universality [6] , it remains important to ensure that the poor and most disadvantaged benefit from universal health systems [7] . Distributing health resources and benefits according to need for care is also an important principle for achieving universal coverage [8, 9] .
Worldwide, health systems differ in terms of how financing functions (revenue generation, pooling and purchasing) are organised. These differences often translate to variations in levels of per capita health spending, out-of-pocket (OOP) payments, catastrophic spending and access to health care services [6, 10, 11] . Health outcomes have also been
shown to reflect these differences, with showed that public health funds hardly reached the poor [16] [17] [18] and highlighted the need to redirect health funds towards services that served the poor more.
Primary health care facilities were shown to favour the poor more than the rich [19] , and arguments to allocate resources in their favour were put forward. These studies were however criticised on the they have been criticized for using unreliable data sources and applying crude estimation techniques, with limited attention to methods consistency [20] .
Other studies have shown that most countries spend between 60 to 80% of their government health budget on hospital-based acute care, which benefit the rich, leaving a small proportion for basic primary health services [21] .
Evidence from these studies have been used to argue for better targeting of public health care spending in a manner that reaches the poorest population [5] .
In the last decade, various studies have been conducted to improve the BIA methodology, particularly in terms of data quality, comparability and consistency across countries [7, 20, [22] [23] [24] . The aim of this paper is to review recent evidence on the distribution of public health spending and to demonstrate the extent to which governments have succeeded in reaching the poor, who have been subjects of many health related interventions in the last two decades. The paper differs from previous reviews, particularly that conducted by Castro Leal et al [25] focusing more towards universalism [26] and less on targeting health resources.
Providing universal coverage is a useful policy development that implies accessibility to key promotive, preventive, curative and rehabilitative health interventions on the basis of need and not ability to pay [6] . Nonetheless it has been shown that even when services are provided for free, the poor benefit least because they perceive it to be a normal feature of life [16] , or as a way of avoiding taking time off income generating activities due to illness [27] .
Therefore, it remains imperative to keep track of the poor even in the context of universal coverage.
METHODS
The data used in this paper are from an [33, 35] .
In LAC region, governments spend a relatively larger proportion of their total government budget on health care compared to Africa and Asia (Table 1) . The results indicate that in Africa, primary health care services are pro-rich in Côte d'Ivoire, Guinea, Madagascar, Ghana and Malawi [16, 38] services, thus impacting on the ability to benefit from public health funding.
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DISCUSSION
Reorganising health financing in ways that access to health care on the basis of need is promoted will be useful in reversing the pro-rich distributions in the countries under review.
In African countries where data were available for different levels of care, 
